CLINIC FAX REFERRAL FORM
1-800- NOW 1.800.483.3114

Indiana’s Tobacco Quitline

Date Fax Sent / /

PROVIDER INFORMATION

Clinic Name

Health Care Provider

Address

City State Zip County

| am HIPAA-Covered Entity (check one) |:|{es I:I No |:|I Don't Know

Fax ( ) - Phone ( ) - email

Comments

PATIENT INFORMATION

Gender [] Male [J Female Pregnant? [J Yes [ No

Patient Name Date of Birth / /
Address

City State Zip County

Primary Phone# ( ) - TYPE |:|—10me CWork |:|Ce|| |:|O‘rher
Secondary Phone# ( ) - TYPE [ [Home |:|Work |:| Cell [ ]Other

Language Preference (check one) |:| English |:|Sponish D Other

Tobacco Type (check all that apply) DCigoreHes |:|Smokeless Tobacco DCigor |:| Pipe

e A

| am ready to quit tobacco and request the Indiana Tobacco Quitline contact me to help
me with my quit plan.

(Initial)

| do not give my permission to the Indiana Tobacco Quitline to leave a message when

(nitia) contacting me.

Patient Signature
L J

The Indiana Tobacco Quitline will call you. Please check the BEST 3-hour time frame for them to reach you.
Note: The Quitline is open 7 days a week; call attempts over a weekend may be made at times
other than the selected 3-hour time frame.

|:|6c1m—9om |:|9om—12|om |:|2pm—3pm I:bpm—épm Dépm—?pm

© 2009 Free & Clear, Inc. All rights reserved.
Confidentiality Notice: This facsimile contains confidential information. If you have received this facsimile in error, please notify
the sender immediately by telephone and confidentially dispose of the material. Do not review, disclose, copy, or distribute.




	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off


